The case presented is of a patient with migratory polyarthritis and serological evidence of a recent streptococcal infection, consistent with the diagnosis of acute rheumatic fever, who in addition had multisystem disease manifestations. This case supports the concept that the sequelae of streptococcal infection can encompass a broader clinical spectrum than is suggested by the Jones criteria for the diagnosis of acute rheumatic fever.
Case report A 58 year old black man with no appreciable medical history developed a migratory polyarthritis affecting the ankles, knees, and elbows two weeks before admission. Indomethacin, 25 mg three times a day, relieved the joint pain, but after three days the patient noted a rash on his hands, feet, and ankles and a painless penile ulcer. He stopped the indomethacin, but the rash persisted and migratory arthritis affecting the ankles and the knees appeared again. On the night of admission the patient had severe left pleuritic chest pain and shortness of breath. He denied recent sore throat, any oral, ocular, urethral, or gastrointestinal abnormalities, exposure to venereal disease, drug or alcohol abuse.
On physical examination his temperature was 38-5C and pulse 120. Palpable purpuric lesions were present on both aspects of the hands and dorsal aspect of the feet. There was a nontender indurated deep ulcer 1 cm in diameter, starting to heal, on the shaft of the penis. The right ankle and the left knee were red, swollen, and tender. Rales were heard in the lung bases. Early in the second hospital week the antistreptolysin 0 titre measured on admission was reported to be 500 units. A diagnosis of acute rheumatic fever was suggested; penicillin was continued to complete a 10 day course and aspirin, 900 mg every four hours, was begun. The arthritis, rash, and penile ulcer gradually resolved, the patient's temperature dropped to 38°C, the white blood cell count decreased gradually, and the urine analysis and chest radiograph returned to normal.
At the beginning of the third week in hospital the patient noted a small mass in the lower lateral aspect of his left thigh without inguinal adenopathy. Aspiration of this subdermal abscess yielded 5 ml of bloody pus, which was negative for micro-organisms, including mycobacteria, on smear and culture. The patient's condition continued to improve and he was discharged free from symptoms with tapering doses of aspirin at the end of the third hospital week. The An unusual feature of this patient's illness is the penile ulcer, which we have not found reported in association with previous streptococcal infection. Venereal disease seems highly unlikely in the absence of supporting history and laboratory evidence and the lack of response to antibiotic treatment. Behcet's syndrome or Reiter's disease are not considerations because the major distinguishing criteria for these conditions were absent and these diagnoses would not account for the purpuric skin lesions and high antistreptolysin 0 titre.2 13 Instead, this patient's penile ulcer may be viewed as a manifestation of vasculitis after streptococcal infection, an established entity after such infection previously known to affect blood vessels of the skin, lung, tongue, kidney, heart, and nervous system.7 9 14 15 The sterile subdermal abscess found in the patient's thigh might also have been secondary to a focal vasculitis or, alternatively, the site of streptococcal infection which became sterile after the course of penicillin.
Acute rheumatic fever was perceived in the past as a systemic disease affecting many organs.9 More recently, a general decline in the incidence and severity of acute rheumatic fever, and widespread use of the Jones criteria, which emphasise the most specific and characteristic features of the disease in establishing the diagnosis, have tended to restrict our appreciation of its generalised nature and the variability of its presentation. Our patient's illness, with palpable purpura, pleuritis, liver and kidney abnormalities, and penile ulcer, together with the more common manifestations of acute rheumatic fever as it occurs now in adults,2 3 fits within the larger spectrum of post-streptococcal arthritis.
